INTRODUCTION
An abdominal pregnancy is the one which develops in relation with the peritoneal cavity. Abdominal pregnancy constitutes nearly 1% of all ectopic pregnancies. 1 Risk factors are same as for ectopic pregnancy such as tubal damage, pelvic inflammatory disease, endometriosis, multiparity and assisted reproductive techniques. [2] [3] [4] Diagnosis of such cases is frequently missed in antenatal period despite routine ultrasound scan. However, its diagnosis is very essential due to the high incidence of maternal morbidity and mortality associated with such cases. Management of such cases depends on the gestation age and the site of attachment of the placenta. Here, we report a case of live secondary abdominal pregnancy in a primigravida with period of 37 weeks gestation. The diagnosis was missed in antenatal period despite regular antenatal check-ups and ultrasound. Patient was managed by exploratory laparotomy.
CASE REPORT
A 30 years old primigravida with nine months of amenorrhoea presented with complaints pain abdomen for two days, spotting per vaginum for one day and vomiting for one day. Patient's last menstrual period (LMP) was on 18/02/2014. She first consulted obstetrician on 16/04/2014 for complaints of amenorrhea for 2 months with spotting and her first ultrasound scan on the same day was suggestive of missed abortion. Figure 2 ) revealed extra uterine pregnancy in abdominal cavity and placenta was situated in left iliac fossa and suprapubic region and abutting mesentery and fundus of uterus. Prominent blood vessels in the parauterine region. Both ovaries were not separately identified. Prominent vessel also seen extending superiorly along left psoas muscle to reach up to splenic and renal vessels from which it appears non separable. With informed high risk and written consent, three units of packed cells arranged and general surgeon by side patient was taken for exploratory laparotomy ( Figure 3 ) under spinal anaesthesia. Abdomen was opened up by midline subumblical incision. Foetus was lying in abdominal cavity on the right side; an alive female child weighing 2.5 kg was delivered out. Placenta was in left lower abdomen involving omentum, small bowel, mesentery and sigmoid colon. Uterus and right adnexa were normal left adnexa had adhesions and placenta was adherent to left adnexa, all forming a mass of size 18 × 20 centimetres occupying left lower abdomen. Placenta was not removed, cord was clamped cut short, and ligated doubly. The neonate (Figure 4 ) had no specific congenital anomalies except for hypo plastic lungs and expired in neonatal ward due to same reason after 24 hrs. Post-operative period uneventful. Post operatively patient was followed up by serial serum β HCG levels showing decreasing titres and ultrasound of abdomen once in 15 days which showed gradual reduction in size in placental size in subsequent ultrasound pictures ( Table 2) . 
DISCUSSION
Abdominal pregnancy is a rare type of ectopic pregnancy. It is of two types, primary abdominal pregnancy is the one which is implanted directly in the abdominal cavity and its organs, except for the tubes and ovaries. It is very rare. Studdiford's criteria for primary abdominal pregnancy include 3 things, viz, tubes and ovaries should be normal, there is no abnormal connection (fistula) between the uterus and the abdominal cavity and pregnancy is related solely to the peritoneal surface without signs that there was a tubal pregnancy first.
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Secondary abdominal pregnancy is a more common which is originated from tubal (less commonly an ovarian) pregnancy and aborts backwards down a tube, or bursts out of it without killing the patient, and embeds itself elsewhere in her abdominal cavity. Incidence of abdominal pregnancy is increasing in developing countries probably due to higher incidence of partially treated pelvic inflammatory diseases. 6 It constitutes nearly 1.4% of all ectopic pregnancies with a maternal mortality rate of 0.5-18% and perinatal mortality rate of 40-95%. 7, 8 Patients may present with complaints of abdominal pain, nausea, vomiting, painful foetal movements, or rarely vaginal bleeding. Classic ultrasound finding is the absence of myometrial tissue between the bladder and pregnancy.
9,10 Associated morbidity with advanced abdominal pregnancy includes bleeding, infection, anaemia, disseminated intravascular coagulation, pulmonary embolism, and gastrointestinal obstruction or fistulas arising from the presence of foetal bones. 6 Major complications may arise due to the risk of erosion of maternal blood vessels by trophoblastic tissue which can lead to profuse hemorrhage at any stage of pregnancy. At times patient may experience false labor with risk of internal bleeding. Rarely fetus may be small, deformed or may die. Dead fetus may be retained for several years resulting in mummification, calcification or lithopedion formation, or at times sac may get infected from adjacent bowel with expulsion of fetal parts via rectum, bladder, etc. 11 Birth defects are common in such neonates due to the absence of amniotic fluid which accounts for higher perinatal mortality.
CONCLUSIONS
Abdominal pregnancy is frequently misdiagnosed even with regular antenatal check-ups and on ultrasound. The rates of maternal mortality and morbidity are very high due to haemorrhage from placental separation and erosion. A high index suspicion is required by the obstetrician to diagnose this condition which can further help in preventing maternal and perinatal morbidity and mortality. Here the case was a secondary abdominal pregnancy which was unfortunately missed during antenatal period, as the Studdiford's criteria was not fulfilled. Exploratory laparotomy is the main treatment modality and it is always better to seek help from more experienced obstetricians. Placenta remains in situ for years. Diagnosing a case of abdominal pregnancy is at times very difficult as it causes comparatively few symptoms and none of them are individually diagnostic. So the diagnosis depends on the sum of many clues, none of which is enough by itself. Serum β HCG is useful in follow up period. But placenta remains in situ for years. Foetal malformation is one of the numerous challenges that can confront the new born. Patient is still in follow up period.
